He also stressed the fact that the aim was to make money, and the importance ofa good management team and a flexible approach to the inevitable problems that were arising. He also emphasized the importance of sorting out the legal and financial aspects of the venture at an early stage. He particularly stressed the need for staying power and lots of enthusiasm if one were to succeed. In general he felt that development was best left to the experts, that research workers tended not to transplant well into the management field and needed to recognize that they would have to take a back seat during the development phase.
Finally, Professor Marks (University of Surrey, Guildford) spoke of his experience marketing various antibodies and radioimmunoassays developed in his laboratory. His first business venture had developed out of the usual scientific practice of supplying biological material to others working in the same field as himself. When he realized that the cost in terms of postage and staff time in sending off so many 'free' samples was considerable, he had started to market the material for a fee to cover the costs and to fund further research.
There were a number of other ways in which an academic could be involved with industry. He could act as the inventor/developer of a product or assay, he could sell his expertise as an expert by acting as a consultant to industry, he could use his expert knowledge of a developing field to help him to decide where he should invest his own money in the hope that the field will rapidly expand and produce large profits, or he could act as an entrepreneur himself and develop his own or his students' ideas.
Professor Marks stated that there were problems in all of these options. If a scientist was employed by a university or research council, it was necessary to keep them informed of any such commercial interests, and in some cases they might expect to be involved in sharing any commercial return. The degree of control on such activities exercised by different institutions varied enormously, but with the recent increased Government interest in exploiting ideas, such links were increasingly likely to be tolerated or even actively encouraged.
The meeting was a fascinating journey into the highly complex field of commercial development, its problems and pitfalls, as well as its rewards. The message that came over from most speakers was that exploitation of research needed to be a positive aim, and was unlikely to occur 'by chance'. The need to delay publication until the intellectual property rights were clearly established was antipathetic to most academic mores but essential to any commercial development. Such delays could be particularly difficult for those working on short-term contracts, who would need to publish their results to assist them in obtaining their next grant. The skills needed for the development stages were also clearly different from those needed for research, and therefore the bridging activities of the DTI and research councils were clearly important in aiding development. The need for secrecy that had been stressed seemed slightly at odds with the development of 'clubs' and other cooperative activities, but these were perhaps aimed at the more basic developmental work needed before development of a specific, potentially marketable product.
Although I doubt whether anyone left the meeting feeling that they could now easily proceed to develop one of their research ideas commercially, I think we all came away more aware ofthe difficulties, and also more informed about where to go for advice if we believed we had a marketable product.
Eileen D Rubery Department of Health (The contents of this paper represent the views of the author and in no way commits the Department of Health)
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Rethinking the National Health Service
The idea that because the Health Service is free in most of its important aspects, demand will be infinite, originates with the health care economists who live on the periphery ofthe NHS. Mr Harris is quite right to challenge this nihilistic view even though his challenge is politically unpopular (August 1988 JRSM, p487). The amount of organic disease in the country and the amount of treatment that should be made available to the patients is eminently computable and was a fit subject for inclusion in your review of March 1988. Where I do not go along with him is in his light use ofthe word efficiency. Efficiency is necessarily defined only in relation to parameters and it is very rarely evident in any of the expert articles on the subject ofhealth care economics, which parameters are being used. In a health service which has a fixed budget the only index of efficiency we should be using is cost per patient managed or treated. The rest of the efficiency drive merely occupies expensive people and computer time. It is most important that we have models of the pattern of diseases that can be expected and projections of the resources that must be made available to treat them properly. Your conference made it very clear that there is still a tremendous absence of numbers in discussion about health care organization and in fact most ofthese discussions are only concerned with the hospital service which consumes only about a third of the total cost of the NHS in England.
The implications of the fact that the NHS is paid for by a fixed sum have still not been realized. The NHS is not a commercial operation and there are no parallels with commercial operation. The health service is more like a family trying to live on a fixed income than a business. Everyone knows that we should live within our income but the Managers are compelled by the terms of their contract and by monitoring from on high to take part in one central initiative after another which, inadequately funded, can only run us further and further into the red. The health service now consists of a heavily managed hospital service and a much larger community service with no performance controls at all. There is a very uneasy underdeveloped interface between the NHS community services and the local authority. No large body of doctors are going to enter management, in fact it seems very unlikely that a large body of doctors are going to enter the hospital service until central management ceases trying to spend the same sum of money on 14 different projects at the same time and then blames everybody else because nothing works.
It is, as I have said before, very tedious being blamed for not using a computer in your work when you have already made the choice to spend the money on a much needed patient monitor.
P F PLUMLEY Bexhill Hospital
East Sussex Eye care and the medical student May I add to the correspondence of Trew (October 1988 JRSM, p 618)to the article ofVernon (June 1988 JRSM, p 335). I fully agree about the need for teaching of the basic anatomy and physiology of the eye which may already have been covered in preclinical years, but now it has to be applied clinically in the ophthalmic course. The value of the ophthalmoscope in assessing the state of the discs and the retinal vessels, not just the retinopathies, should appeal to the non-ophthalmic consultants as well as to the budding general practitioners (GPs) whose main worry is the red eye. However, I would disagree with Trew's suggestion that time should be spent with an optician. Although the bulk ofthe general ophthalmic service is provided by sight-testing opticians, there is a small body of ophthalmic medical practitioners (OMPs) who can give unbiased advice about glasses and also be expected to recognize eye disease which I am afraid one cannot expect of ordinary opticians. Many OMPs may be consultants or assistants at local hospitals, which helps when any further referral is required though this is seldom from them as far as screening goes, whereas it is terribly common from the ordinary opticians. That is our main bugbear in the hospital clinics.
To take glaucoma as an eample, I feel that a GP who knows how to use his ophthalmoscope could give a better screening service just from careful examination ofthe discs than opticians do with their pressure tests which give so many false positives and even some disastrous false negative results as to be scarcely worth doing. J PRDIROSE Ophthalmic Surgeon Regional Eye Centre, Romford Histiocytosis X response to chemotherapy We were interested to read of the case by Whittaker and Russell Jones of adult multisystem Langerhans Cell Histiocytosis (formerly known as Histiocytosis X1) treated with multiagent chemotherapy and radiotherapy (June 1988 JRSM, p 356).
The natural history of the disease in this adult patient with multisystem involvement, but not vital organ dysfunction, is one of fluctuating disease, but it is not associated with mortality. There is no evidence that treatment with any form of therapy shortens the disease process or prevents sequelae in this form of disease. It is, therefore, important not to use treatment that has potentially serious side effects.
Radiotherapy and chemotherapy are associated with at least a 5% chance of inducing malignancy when used to treat this disease2 and, in the short term, cause immuno-and myelosuppression. These risks are not acceptable now that the disease is known to be a non-malignant condition34.
Multisystem disease with increasing dysfunction in vital organs (lung, liver, bone marrow) or disease causing severe constitutional upset (fever, pain, weight loss) requires stemic treatment. Prednisolone as a single agent is as effective as multiagent combinations5 and if used in short pulses (2 mg/kg for one month tailing off over 2 months) is free from the side effects of cytotoxic drugs.
The patients described had no evidence of vital organ dysfunction, and constitutional upset was presumably due to her hypothalamic lesion which was treated with local therapy, ie radiotherapy. The presence of histiocytes in the marrow is not an indication for systemic treatment unless there is worsening dysfunction. There was no indication for systemic therapy and certainly not the aggressive cytotoxic chemotherapy which was chosen. When selective arteriography demonstrates the site ofbleeding it is usually possible to occlude the feeding artery. These procedures are performed under local anaesthesia anbd imprvements in catheer tchniques will often allow occlusion of only a small -arterial branch. There is now enough experience of liver embolization for bleeding to demonstate its effectiveness and safety. Though in different clinical situations the splenic artery and spleen have been embolized there is less experience in splenic trauma. The ability to loalize the bleeding and selectively embolize apart ofthe spleen should make this an ially attractive alternative to surgery as the bulk of the spleen will be preserved. Clearly arteriography and embolization are only indicated in certain situations but they undoubtedly have an impotant role. I feel that unless meetings such as this include and discuss these possibilities, its full potential will never be realized. My opinion is based on practising in a developing country. I doubt, however, that it would be any different in the UK. I have yet to see a drug addict who altered his habit ofinjecting drugs because ofthe unavailability of sterile syringes. I find it even more diffilcult to imagine that someone would develop this ghastly habit because he was able to obtain sterile syringes.
In a world where we speak ofprevention rather than cure, availability ofsterile syringes and needles seems to be a sensible and economical approach to the prevention of AIDS.
N LOZA Consultant Psychiatrist Bebman Hospital, Cairo
Amniotic bands: an unusual chest lesion In reply to Mr DM Evans' letter (October 1988 JRSM, p 619) we would thank him for the criticisms but feel that they did not relate either to the particular patient we discussed or the discussion of the aetiology of the chest lesionnot a trunk constriction -band. In our disussion we only reviewed the histoy ofthe proposed aetiological factors relating these to the particular problems suffered by the mother during pregnancy and the effects on this particular fetus. As in Mr Evans' original letter there was one error in our text, we omitted the 'e' in the late Denis Browne's name. We were not aware of his paper and would have liked to have included it in our list ofreferences since he had prior claim in reporting the occurrence of the lesion in twins. L SINCLAIR Westminster Hospital
S JONES London
Cholecystectomy: ironmasters and eggheads In his stimulating editorial John Alexander-Williams (October 1988 JRSM, p 560) asks why the simple surgical controversy about the practice ofusing drains after cholecystectomy has lasted so long. He then adds to the prospect of continuing debate by polarizing the issue into one of drainage versus no drainage in all cases, and overlooking two features which prevent resolution of the problem. The first of these is the size of many of the trials addressing the issue: many are based on such small numbers as to have little real value except as further anecdotal evidence in favour of one or other position. Regrettably the paper by Mellor et al. (October 1988 JRSM, p 566) is yet another. Nevertheless, Mr AlexanderWilliams quotes it in support ofhis 'egghead' view because it was 'prospective, randomized and well controlled'. All this may be true but it contributes little more to the question at issue. The authors did not even attempt statistical analysis of the data on complications, which is the crucial endpoint for such a study.
Secondly, the editorial gives no definition of 'simple' cholecystectomy. Presumably this means one in which the operative procedure is confined to removal of the gallbladder, usually a simple matter insofar as it is straightforward. On occasion, however, as every surgeon knows, this operation can be bloody, difficult and dangerous. Such cases may well be better off drained than not. To my knowledge no trial has ever addressed this distinction. It is clear that most cholecystectomies need not be drained; evidence that all should not be is unavailable. Let us not throw out the egghead baby with the ironmasters' bathwater.
J B BRISTOL Lecturer in Surgery
Bristol Royal Infurmary Ehlers-Danlos syndrome with infarction of stomach Shaikh and Turner (October 1988 JRSM, p 611) reported a 17-year-old girl with Ehlers-Danlos syndrome who presented with strangulation and infarction ofthe stomach. In searching through the literature, I have come across another case. In 1967, Zalis and Roberts' reported a 22-year-old Negro with Ehlers-Danlos syndrome who hbid multiple visceral anomalies, including a hypoplastic kidney, a diverticulum ofthe bladder, and diapbragmatic hernia. The patient was amitted to the hospital because of epigastric pain and vomiting. On examination of the abdomen, generalized tenderness was noted in the epigastric region. An upper gastrointestinal series showed the presence of a grossly dilated stomach within the thoracic cavity. Laparotomy revealed the stomach to be completely displaced through the diaphragm; the stomach was found stranggulated in the thorax. The diaphragmatic defect was repaired after reduction ofthe stomach into the abdominal cavity. Postoperatively, the wound healed per primum and the patient had an uneventful recovery.
In patients with Ehlers-Danlos syndrome, strangulation of the stomach should be added to the list of gastrointestinal complications such as umbilical and inguinal hernias, hiatal hernia, eventration of the diaphragm, intesnal diverticulum, intstinal haemorrhage, and spontaneous perforation of bowel2. He was found to have some poverty offacial expression, a static tremor and impaired fine movements of the right hand and brisk tendon jerks in the right arm. Investigations that included EEG, isotope brain scan, lumbar air-encephaglogram (with CSF analysis) and a left carotid arteriogram, were all normal.
On 9 August 1967, he complained of deterioration in walking with numbness of his legs and hesitancy of micturition. On examination there was impaired sensation to pin prick on both legs with an upper level at D6 and both plantar responses were extensor. A cisternal myelogram showed a partial block at D5/6 and D8/9. At laminectomy (Mr I McCaul) on 2 September 1967 'The dura was opened longitudinally revealing a fibrous, reddish, here and there yellow tinged membrane firmly adherent to the surface of the dura and underlying arachnoid'. This 'subdural membrane' was incised and the pale, rather shrunken cord came into view. At the lower end (D7) an arachnoid pool was opened and CSF and a few myodil globules emerged. Above this no arachnoid cavity could be found posteriorly. This adventitious subdural membrane was from 1 to 2 cm in thickness and was freed from the cord and dura. The lamina of D4 was then removed and the dural incision extended proximally. The findings were similar and it seemed likely that the membrane was extending indefinitely up and down the cord.
Histology ofthe dural membrane showed meningeal thickening with abundant haemosiderin. After this procedure there was no improvement and he became paraplegic with the added extra pyramidal features described above. He died 2 years later and an autopsy was not obtained.
The cause ofthe Parkinsonism cannot be certain but it seems likely that this and the meningeal siderosis were not unconnected. Various neurological syndromes have been described in association with meningeal haemosiderosis, although as mentioned in the paper by Tomlinson and Walton', the predominant clinical features ofthe illness are nerve deafness, dementia and cerebellar ataxia with eventually retention of urine with overflow and other signs of spinal cord disease. They concluded that the syndrome results either from repeated small haemorrhages or from continuous bleeding within the subarachnoid space over a prolonged period of time. Mental symptoms presenting in phaeochromocytoma The paper by Drs Medvei and Cattell (September 1988 JRSM, p 550) reminded me of a patient whom I saw many years ago, who came to me with mild depression and personality problems that responded extremely well to psychoanalytic treatment. Two years after concluding this therapy she returned complaining of severe anxiety attacks and headache. These symptoms were so different from any previous complaints that I advised her to see her internist at once. He admitted her to hospital and after a week she had expired. Postmortem examination revealed a massive phaeochromocytoma that had not been diagnosed by the limited measures then available. I should, therefore, like to echo the authors' advice to their colleagues that they maintain a high index of suspicion about this disorder.
A H ESMAN

Professor of Clinical Psychiatry Cornell University Medical College, New York
Gold, frankincense and myrrh The paper by Dr Hillson (September 1988 JRSM, p 542) interests me considerably. My own reading has taken me at some length into the place of sympathetic magic as well as empiricism in medical history and led me to conclude that the gifts of the magi were either an eye ointment or the ingredients of such.
In the Ebers Papyrus' (circa 1500 BC) a prescription for an eye ointment is mentioned, the constituents being myrrh, frankincense and yellow ochre. If one accepts Frazer's2 proposition that sympathetic magic has both imitative and 'contagious' components, colour becomes highly relevant, thus a yellow plant may be used to cure jaundice, a red plant or substance (e.g. haematite or red coral) to treat haemorrhage. One might suppose that the yellow pus of a purulent ophthalmia, still rife today in that area, would be appropriately treated with a yellow substance. This is but one example of the Doctrine of Signatures, so prevalent in Europe even until the 18th century. Medicine in The Bible is largely demonological, nevertheless one must recognize the proximity and likely influence of Egypt. It is but a small speculative leap from yellow ochre to gold which, as Dr Hillson mentions, has been used medicinally for centuries, as have precious stones. This may be because it was revered, associated with kings or priests, thus acquiring magic properties or because it did have empirical virtues. One remembers the gold touch-pieces of the English monarchs and their golden cramp rings, used also for gout and epilepsy. There was an old practice of rubbing a stye on the eyelid with a gold ring; Beaumont and Fletcher3 have:
'I have a sty here, Chilax. I have no gold to cure it.'
Until the era of sulphonamides and antibiotics, heavy metals were regarded as having anti-infective effects, commonly used were golden eye ointment (yellow oxide of mercury) and silver nitrate drops as a remedy for ophthalmia neonatorum.
The magi were probably both astrologers and physicians. Was it not rather a strange gift for the infant son of a poor carpenter if there was not some ulterior purpose behind the mere intrinsic worth of these rather poetic substances, which have so caught the imagination of succeeding generations? A CAMERON Tunbridge Wells
